attention, was the importance of regulating the teeth after operation. When the anterior part of the jaws was narrow and contracted, when the incisor teeth were irregular or deficient, articulation was less likely to be perfect. But if the surgeon would work hand-in-hand with the dentist, as he usually could in the case of private patients, then the results of cleft palate operations, with all due deference to Mr. Lane and other distinguished authorities, were not at all bad, even when they were done in the third year of life, within that period when, according to Mr. Lane's well-known dictum, the operation " should not be permitted."
In conclusion, he wished to demonstrate the speech of a patient, who was operated upon at a period which he (Mr. Berry) was able to choose for himself. It was a case of complete cleft of the whole palate associated with hare-lip. He operated upon this patient's hare-lip at the age of 2 months, and on the palate at the age of 2 years and 1 month, the very period at which it was said by some the operation should not be done. The boy had had no special training, but it would be seen that his speech was practically normal.
[The boy was then asked by various Fellows to pronounce aloud such phrases as " British Constitution."] This patient was one of Mr. Berry's very earliest cleft palate cases, the third he ever operated upon; if he had been one of the latest, it might have been said that the excellent result was the outcome of long experience. The operation was done on the ordinary principles of Langenbeck's method, and in the ordinary way.
Mr. G. E. WAUGH remarked that the discussion so far had turned largely on the mere mechanics of the problem concerned in closing a cleft-i.e., a certain deformity was given, and a certain limited' amount of tissue provided for bridging across that cleft. But, so far, no slurgeon had dealt thoroughly with the topic of what purposes it was hoped to achieve by effecting the closure of the cleft. The last case which Mr. Berry showed provided a text for remarks upon that aspect of the problem. It was one of an interesting series of cases with structural alterations produced as the result of surgery, upon which he thought any surgeon might congratulate himself. Yet that patient seemed to be the only one amongst the whole of those shown-probably nearly 100 in number-who was able to come and speak to his fellow beings, and who was not obviously betrayed by his speech as being the victim of cleft palate. It was further interesting that among these patients of Mr. Berry's, this was one who had suffered from the grossest type of defect; whereas in those who had had slighter defects the fact that they had had cleft palates was still obvious when they essayed to speak. He himself brought three cases to illustrate that point. He showed a patient, aged 35, who in 1876 had had two operations by Langenbeck's method, by the late Sir Thomas Smith, for cleft palate involving the soft palate only. Neither operation was successful, but he had two small pieces of soft palate elevated against the posterior pharyngeal wall, and freely moving during speech. He also showed a boy aged 17 who had had three operations of the Langenbeck type done by various surgeons before he was 8 years old. He then had a flap operation done upon him, and he still had a cleft involving twothirds of the hard palate and all the soft palate. He also showed a patient aged 6 who had had a complete cleft of both hard and soft palates, with the premaxilla elevated on the nasal septum. He now had complete closure of the whole defect with a freely mobile soft palate, achieved by Mr. Lane's flap operation when he was 7 weeks old. But if those patients were engaged in conversation, it would be difficult to award the palm of excellence to any one of them for speaking better than another. Here, then, were three distinct types of cases in which speech defec; did not seem proportioned to the deformity present in the palate itself. That opened up the question whether surgery was really able to modify the speech of the sufferer from the deformity. The evidence that the cleft in the palate was responsible for the speech defect was very largely an accepted tradition, but had not been subject to criticism. Surgeons saw all varieties and grades of defect of speech which might be associated with slight palate defects, but might also be associated with gross palate defects; there was no proportion between the two. Neither were the after-results to be correlated with the extent of the deformity. There might be left behind a residuum of grave speech defect after a most successful operation, and in spite of the most careful training. In other cases there might be left after operation a not very mobile soft palate, and yet the patient could speak comparatively well. There was also the type of case to be explained in which, without defect *of either structure or function in the hard or soft palate, the child spoke as if it had no roof to its mouth, and no mobile palate. That provided one with the key to the discrepancies of speech which followed not only on the operative results achieved by closing the palate, but also from the variations in the degree of speech defect associated with the different dleformities.
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While it had been assumed hastily that the cause of the speech defect was residual in the structural alteration of the palate, in all probability there were two associated lesions to consider-one in the function of. the speech centres, and one in the structure of the palate-and they were not two interdependent lesions. Therefore, it ought not to go forth as the opinion of that meeting that surgical operations on cleft palate could hold out much hope to the victims of that condition that they would be able to disguise their deformity in after-life. Among the cases shown that day, with the exception of Mr. Berry's solitary brilliant case, he could not find a patient who was not very obviously a palate sufferer. The problem of dealing with cleft palate became, possibly, an eugenic one. He had reviewed the notes of 80 cases, and it was surprising in how many there was a history of cleft palate in the family, on one side or on both. If it were assumed, as a result of a consensus of opinion, that surgery would enable a cleft palate sufferer to cover his deficiency of speech and allow him to enter any profession, it would be wrong. Seeing that it tended to become a familial defect, it should be a warning that the stock was not one likely to result, if perpetuated, in happiness for the individual who had to bear the brunt of that lesion. That was particularly hard upon some of the patients, as many of them were highly developed intellectually. Nearly all the subjects of the condition he had seen were above the standard for their age at school, and were noted for their facility and aptness in learning. Hence, their disappointment at being so handicapped would be all the keener. He thought surgeons should contradict a wrong impression as to the benefits which surgery could confer, and should claim only that patients could be enabled to breathe through the normal passages, aind allow swallowing to be carried on in a fairly normal manner, as a result of surgical interference with the deformity.
Mr. F. F. BURGHARD said his practical interest in the subject was centred on the two reasons upon which Mr. Lane founded his justification for these early operations. He came there' that day hoping to be convinced that the after-results of these early operations were greatly superior to anything done by Langenbeck's or any other method, for it must be admitted, as Mr. Waugh had said, that Langenbeck's or any other method was faulty in some degree. Therefore, he had hoped to see something in the way of results that day to justify the claim to superior functional excellence. After the collection of cases they had just seen, after both types of operation, he did not think anyone would
